Mirizzi syndrome (MS) is a rare complication of cholecystolithiasis that is characterized by obstruction of the common hepatic duct due to mechanical compression by impacted stones in the neck of the gallbladder or the cystic duct. Treatment of MS is surgical, and operative procedure would vary depending on its classification type. Biliary stricture after surgical treatment of MS is an unusual complication and endoscopic approach is not possible for patients who have undergone bilioenteric anastomosis. We report a case of a 60-year-old patient with biliary anastomotic stricture after surgical management of MS who was successfully treated with long-term percutaneous transhepatic biliary drainage. Korean J Pancreas Biliary Tract 2018;23(3):134-138 
INTRODUCTION
Mirizzi syndrome (MS) is a rare complication of chronic gallstone disease that is characterized by narrowing of the common bile duct (CBD) combined with various grade of inflammation, due to mechanical compression by impacted gallstones or cystic duct stones. 1 The incidence of MS in patients undergoing cholecystectomy is approximately 0.7-1.8%. 2 MS is classified according to external compression on CBD (type I), presence of cholecystobiliary fistula (type II-IV), and formation of cholecystoenteric fistula (type V). 3 Surgical treatment is mainstay for MS and various surgical procedures were suggested depending on the classification type of MS. [4] [5] [6] However, surgical treatment is sometimes challenging due to missed preoperative diagnosis, distortion of the anatomy of biliary tract and fistula formation caused by longstanding inflammation, and risk of bile duct injury. 4 This report describes a case of a patient with biliary anastomotic stricture after surgical management of MS, who was successfully treated with long-term percutaneous transhepatic biliary drainage (PTBD).
CASE
A 60-year-old male patient presented with abdominal discomfort visited our hospital. Initial vital signs were within normal ranges. Multiple cystic duct stones were detected on abdominal computed tomography (CT) images. Dilatation of proximal CBD and intrahepatic bile ducts (IHDs), and mild wall thickening with enhancement of proximal CBD and gallbladder (GB) were also noted (Fig. 1A, B) . Total bilirubin and high sensitivity C-reactive protein levels of the patient were 1.5 mg/dL and 4.37 mg/dL, respectively. MS with cholangitis was considered clinically, but cholangiocarcinoma involving the CBD or GB cancer couldn't be excluded on CT study. For further evaluation, endoscopic retrograde cholangiopancreatography was performed, and a cholangiogram revealed relatively smooth narrowing of the common hepatic duct combined with dilation of both IHDs, probably due to impacted stones in the cystic duct (Fig. 1C ).
Based on these findings, MS (type I) was suspected. However, possibility of cystic duct cancer invading the CBD was also suggested on preoperative diagnosis.
Severe inflammation, adhesion, and fibrosis around GB and CBD were seen during the surgery. Cholecystectomy and isolation of CBD were performed and the result of frozen the catheter was exchanged into 14-Fr one ( Fig. 2A) . The drainage tube was clamped to maintain internal drainage of bile, and it was changed in every 3 months to prevent obstruction by bile sludge or stones. On a follow-up cholangiography after 10 months of PTBD, residual stenosis was not observed and free passage of contrast media across the stricture site was seen. We confirmed the patency of the biliary tract and the drainage tube was removed. One month later, no evidence of bile duct dilatation and cholangitis was seen on abdominal CT images (Fig. 2B) , and the level of total bilirubin was within normal range (1.2 mg/dL). reported by several investigators. 6, 7 Benign biliary stricture after bilioenteric anastomosis is a rare complication, and it may occur as anastomotic stricture after surgical repair of bile duct, stricture secondary to intraoperative damage, or result of postoperative inflammation. long-term biliary drainage, balloon dilatation or stent placement at the stricture site.
DISCUSSION
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In terms of PTBD, once a guide wire is crossed the stenotic lesion, drainage catheter is inserted across the stricture site for internal bile drainage. It will be exchanged gradually to a larger diameter to dilate the tract slowly and will be 
